
March 22: Got much worse during the night. Died at 10
a. in. She should have had serum March 21, but our supply
was exhausted.
Case 10.—(Drs. Barber and Miller, March 21, 1908.) M. S.,

aged 6, girl. On the evening of March 20 did not feel quite
«ell; ate no supper. Next morning complained of being chilly,
hut had no well-marked chill. Much worse at 11 a. m.; rest-
less, complained of headache; vomited almost a ehamberful of
yellowish, slimy fluid. Was somnolent most of the time, but
would have attacks of clenching of hands and drawing back
of head. Threw herself about the bed and off it once. Was
unconscious during these attacks. These convulsions continued
until serum was given, none after that. The child's home is in
the country, twenty miles from Porterville. She came to
Portcrville, Monday, March 9, twelve days previously, and
remained in town about four hours. She was first seen by us

at 4 p. m., March 21. There was unconsciousness, retraction
of head, and marked Kernig's sign in both legs. Blood ex-

amination showed leucocyte count of 51,800. Lumbar puncture
was performed and cloudy spinal fluid was withdrawn. This
was tinged with blood which appeared to come from the punc-
ture, as the fluid shortly became free from blood. Thirty c.c.
withdrawn and the same amount of antiserum injected. Many
polymorphonuclear leucocytes were found; micro-organisms not
numerous.
March 22: In the morning the temperature was 101.2 F.,

pulse 112, and respirations 24. Ej'es were straight, but sen-
sitive to light; Kernig's sign marked bilaterally; head slightly
retracted; took water. Was rational for a time. At 4 p. m.
12 c.c. of spinal fluid was withdrawn and 30 c.c. of antiserum
injected.
March 23: Slept all night and sat up and drank milk in

the morning; was rational; eyes were straight. Took an in-
terest in her surroundings. Kernig's sign present in both legs,
but less marked than on previous day. Head was slightly re-

tracted. Temperature 101, F., pulse 120, and respirations 26.
At 4:30 p. m. lumbar puncture was performed and 20 c.c. of
spinal fluid withdrawn; 30 c.c. of antiserum injected. The
fluid was much clearer than before. The most frequent cells
were polymorphonuclear leucocytes, there were some small
mononuclear cells and some large ones, with pale-staining
nuclei. No micro-organisms were found. Blood count showed
leucocytes, 20,000. Culture on agar gave no growth. There
was an urticaria on the lower limbs.
March 24: Rested badly previous night on account of urti-

caria; eyes straight; rational, Kernig's sign slightly more
marked than on previous day; head slightly retracted; tem-
perature 99 F., pulse 112 and respirations 24. Took meat broth.
At 4:30 p. m. bloood count showed leucocytes 22,660; lumbar
puncture performed and only 6 c.c. of slightly cloudy spinal
fluid was obtained; 30 c.c. antiserum was injected. There were
but few cells and no micro-organisms.
March 25: Pulse, respiration and temperature were normal.

Felt very well; legs showed slight Kernig's sign. The per-
sistent leucoeytosis of previous day may have been maintained
by a chronic otitis media, which the child has had for a month
or more.
March 29: Improvement had been progressive each day.

There were no signs of meningitis. She seemed entirly re-

covered.
The following is a summary of the cases :

Case. Sex. Age. Duration. Lumbar Total e.c. Antl- Result.
Puncture serum used.

1 F. 21 24 hours 0 0 D»
2 M. 14 29 hours 0 0 D
3 M. 21 4 days + 0 D
4 F. 40 12 hours 0 0 D
5 F. 23 7 hours 0 0 D
0 M. 23 27 hours 0 0 D
7 M. 22 3 days 0 0 I)
8 F. 7 4 days 4- 0 D
9 F. 4 3 days 0 0 D
10 F. 13 24 hours 0 0 D
11 M. 8 7 days 0 0 K»
12 F. 6 8 hours 0 0 D
13 M. 1 17 days + 127.5 R
14 M. 8 5 days +. 45 R
15 F. 19 4 davs + 75 D
IG F. 6 7 days + 12Ü R

• D : Died. R : Recovered.

We owe many thanks to Dr. Philip King Brown of -

San Francisco, who was much interested in our cases,
and who made a 300-mile journey to see some of them.
Through him we obtained the antiserum. Our small
experience corroborated the wisdom of Dr. Flexner's
instructions, namely, to use the serum as early as pos-
sible and to inject it into the spinal canal in daily doses
of 30 c.c. whether the same amount of spinal fluid is
obtained or not.

ARTHRITIS DEFORMANS OF THE HIP.
A PRELIMINARY REPORT OF A NEW OPERATION.

FRED H. ALBEE, M.D.
Assistant in Orthopedic Surgery, College of Physicians and Sur-

geons (Columbia University); Instructor in Orthopedic
Surgery, Postgraduate Medical School and Hos-

pital; Clinical Assistant in the Hospital
for the Ruptured and Crippled.

NEW YORK.

Arthritis deformans of the hip is a chronic joint dis-
ease which, contrary to former beliefs, attacks young
and middle-aged adults as well as the aged. It is char-
acterized clinically by a slow and gradual onset, absence
of fever, local pain, muscular spasm, and wasting, stiff-
ness, disability and deformity, but never presenting any
tendency to suppuration. It may or may not be asso-
ciated with similar conditions in other joints.
This condition has been known by many names; the

most common one is coxitis senilis, which, implying
that it is a disease of old age only, is misleading and not
appropriate. A few of the many synonymous terms are
rheumatic or rheumatoid arthritis, rheumatic gout,
osteo-arthritis, nodular rheumatism, etc. The term I
have chosen is as simple as any and appears to be the
most expressive. It indicates a deforming pathologic
process in a joint, whether it be trophic or inflamma-
tory.

THE ETIOLOGY.

The true cause of this affection is still obscure. It
has been ascribed to gout or rheumatism, to exposure
or traumatism, of which injury certainly plays some

part. I am convinced from my own experience and the
statistics of others that old age plays only a small part.
Blodgett, in 1903, reported ten cases, in which the onset
of disease occurred in two under 30 years of age, in two
between 30 and 40, in three between 40 and 50, and in
three between 50 and 60.
Whether the point of origin of arthritis deformans is

in the synovial membrane, the cartilage or the bone, is
a matter still in dispute. Late authorities are inclined
to consider it among the arthropathies of spinal cord
origin similar to the Charcot joint associated with
syringomyelia and tabes. While Schuller described a
bacillus found in these joints, with which he has been
able to produce similar processes in animals, his results
have not been confirmed by other investigators. Dor has
produced similar pathologic conditions by the injection
of attenuated cultures of the staphylococcus.

PATHOLOGIC CHANGES.

In the early stages of this process the joint-fluid is
increased, later it is diminished. Changes in the car-

tilage are noted early, cells multiply and the hyaline
substance degenerates, rendering the cartilage friable.
It takes on a yellowish appearance and the articular

Read before the Surgical Section of the New York Academy
of Medicine. April 3, 1908.
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surfaces become thinned in the center, finally disap-
pearing entirely. The head of the bone thus laid bare
becomes smooth, polished and eburnated. Marginal
ecchondroses or osteophytes appear and may become so

large as to perforate the synovial membrane and become
pedunculated or even detached, and appear as loose
bodies in the joint. The head of the bone may become
locked in the grasp of these bony outgrowths and mo-
tion be greatly interfered with, so much so that much
wearing away of the head does not take place. On the
other hand, if motion continues, the head may become
flattened and in some cases almost entirely worn away,
thus exposing the Haversian canals and presenting a
worm-eaten appearance.
The acetabulum is deepened both by the wearing away

of its floor and the ossification of the cotyloid ligament.
In any event the motions of the hip are much limited
and tend toward that of a cylindrical joint, on account
of its anatomic changes.
The head wears away more and more and the mar-

ginal outgrowths progress toward the trochanter. In
addition to this, the neck hypertrophies and may bend,
thus forming more nearly a right angle with the shaft
than normal. This event, as well as the wearing away
of the acetabulum and the flattening of the head, re-
sults in an elevation of the trochanter above Nélaton's
line and a consequent shortening of the leg. This actual
shortening varies a good deal and averages about three-
quarters of an inch. Blodgett's cases averaged five-
eighths of an inch and varied from no appreciable short-
ening to that of one inch. Further than this, a very im-
portant feature is the consequent practical shortening
and its resulting disability, coming from the deformity
of adduction and flexion.
In a recent case this shortening amounted to 2%

inches, while the actual bone shortening was one-quarter
of an inch. This phenomenon, however, is not pathog-
nomonic of arthritis deformans, but is a constant
sequela of any chronic hip-joint inflammation. It is due
to the continuous guarding of the joint by constant
spasm of* the surrounding muscles. Now as the adduc-
tors and flexors of the thigh are not only more powerful
than their antagonists, the abductors and extensors, but
exert their force at a better mechanical advantage, their
action, if not prevented by treatment, causes an increas-
ing adduction and flexion with permanent contracture
or anchylosis.

THE SYMPTOMATOLOGY.

Arthritis deformans begins with pain in and about
the joint, often shooting down the course of the sciatic
nerve. Movements of the joint beyond a certain arc are

painful and a distinct limp occurs early. External rota-
tion, abduction and hyperextension are particularly
painful and later in course of the disease much limited.
Muscular atrophy comes on early, and the buttock of
the affected side becomes flaccid and flattened. The arc
of motion gradually diminishes, until finally the joint
may become entirely stiff. In the earlier stages abduc-
tion and apparently lengthening rarely may be present,
as in tuberculous hip disease.
The amount of pain and the effusion in joint varies

greatly. A peculiar crepitation produced by the rubbing
of the roughened synovial membrane and osteophytes
may be present when the leg is manipulated. Motion
may be almost or entirely lost either from muscular
spasm, grasp of the surrounding osteophytes, disap-
pearance of the synovial membrane, or flattening of the

head of the bone. A very important diagnostic point is
the fact that if motion exists in the advanced cases it
will be practically in one plane, that of flexion. The
earliest limitation of motion is in abduction and rota-
tion. This is explained mechanically, as above, by
changes that make the joint, instead of a spherical one,
practically a cylindrical one. Flexion may be moder-
ately limited, whereas abduction and rotation of leg
may be nearly absent. No other condition with slight
bony shortening produces this symptom-complex. If,
however, a complicating bending of the neck occurs, a
skiagraph is the only means of diagnosing the condition
from that of ordinary coxa vera.

DIFFERENTIAL DIAGNOSIS.
The acute form of arthritis deformans may simulate

sciatica, articular rheumatism, gonorrheal arthritis, in-
fectious arthritis and tuberculous hip disease. In
sciatica the limitation of motion is governed by the pain
.produced by the movement of the sensitive parts and
tension on the sciatic nerve. Extreme flexion of thigh,
therefore, with the leg extended, is the only motion
limited; hyperextension, rotation and abduction are not
interfered with. The diagnosis from the other hip con-
ditions mentioned is based on the uniformity of the
symptoms of limitation of motion and acuteness and
also on the history and the axray appearances. The
skiagraph of arthritis deformans of the hip is an exact
profile view of the gross pathologic and anatomic
changes described above and is of the greatest value in
diagnosis.

TREATMENT.
The treatment demanded is first to relieve pain and,

second, to correct the deformity, and should be both
general and local, the latter being the more important.
As in so many cases the condition is caused by an in-
jury, it naturally would seem advisable to avoid further
traumatism by protecting the joint. Rest in bed, with
traction apparatus if necessary, will do much toward
relieving this discomfort. The stiffness in the early
stages is due to muscular spasm and not anchylosis,
and is diminished, therefore, by any measure that pro-
tects the joint. Traction is indicated when passive
manipulation is painful and restricted by muscular
spasm. The patient should lie in bed with weight and
pulley arranged as for ordinary hip disease. The
weight, approximately five pounds, should pull in the
normal direction of the leg unless pain is caused or
excessive malposition of the leg exists. In either event
the traction should be in the line of the deformity.
After the pain and joint irritability have been con-

trolled, which occurs in from two to four weeks, the
patient then is allowed to go about with a leather or
plaster spica bandage, with or without crutches, or,
as recommended by Dr. H. L. Taylor, with a jointed
supporting brace (Dows'), "which not only protects
the hip-joint from pressure, but allows motion at hip,
knee and ankle." In this way the patient is enabled to
enjoy the benefit of fresh air and mild exercise. If
progress is not satisfactory and pain returns, rest in bed
and traction should be instituted again, with a subse-
quent return to a brace. It should be understood that
it is usually necessary to carry on brace treatment for
a very long time.
Other therapeutic measures must be regarded as only

accessories. Deep vibration, however, has been efficient
in my hands not only as an accessory, but in a few very
mild cases as the only therapeutic agent. High fre-
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queney electricity will occasionally diminish or relieve
pain temporarily. A certain number of progressive and
V3ry advanced cases, associated with marked deformity
ifud disability, demand operative treatment. The same
is true of another class of patients, such as working
men, with dependent families, who can not submit to
the long brace treatment even if there are good chances
of its being effectual. A resection of the upper extrem-
ity of the femur has been practiced on many of these
patients with uncertain results. Anatomically this pro-
duces a delayed anchylosis, a new and rather unstable
joint or a dislocation with considerable shortening in
either instance, and in many cases a continuation of the
old pain. Those results which terminated in anchylosis
have been observed to be the most successful, both in
respect to comfort and efficiency. Other operations have
been to trim away the bony outgrowths from the rim of
the acetabulum, or to do the so-called Murphy opera-
tion of turning a flap of fat and fascia in between the
acetabulum and the head of the femur.

ILLUSTRATIVE CASE.

Patient.—Mr. M. N, aged 59, was referred to me in October,
11100, by Dr. Moriarty of .Waterbury, Conn.
History.—An examination revealed an advanced case of

arthritis deformans of the right hip. The brace treatment was
recommended and explained to patient and refused on the
ground that the treatment was so long and uncertain for a

working man. Eleven months ago patient again came to me

Figure 1. Figure 2.
Fig. 1.—The broken lines indicate the amount of bone to be

removed. It Is removed from the head and the acetabulum in
different planes, in* order to secure the desired abduction of the
thigh, when the freshened bone surfaces are brought together .

Fig. 2.—Apposition of the freshened bone surfaces after the
removal of the bone from the head and the acetabulum and the
femur placed in slight abduction.

with the inquiry if something could not be done for him. He
was admitted to the Postgraduate Hospital May 14, 1907, and
gave the following history: Policeman for twenty-five years.
Three years ago first began to notice pain and stiffness in right
thigh and hip. Soon after this he went to Mount Clemens,
where he took a large number of baths. General health was

improved, but pain continued. Twenty-two months ago he
was examined by physician and told that his right hip was
dislocated and the right leg was two inches shorter than left.
Symptoms became so severe that in December, 1900, the patient
went to New Haven and submitted to an operation, the nature
of which could not be ascertained. Symptoms of lameness,
stiffness and pain had continued unabated ever since.
Examination.—A muscular man, weighing 185 pounds, pale

and careworn, walked with a marked limp. Right shoe built
up with cork 2y2 inches. Long linear scar noted over right
trochanter. Actual bony shortening of right leg y4 inch;
practical shortening 2% inches. Leg much atrophied and
markedly addueted and flexed. Motion in any direction en-

tirely absent, except for slight flexion. Attempts at passive
motion painful. Some muscular spasm. A skiagraph showed
the head of the femur much worn away and flattened with
many bony outgrowths about rim of acetabulum.
Treatment.—In view of the disintegration of the joint, the

marked adduction and flexion with firm contractures, the pro-
gression toward bony anchylosis, with the leg in faulty posi-
tion, in a man so large and powerfully built, it seemed best to
aim for immediate firm anchylosis, with the limb in a position
of slight overeorrection of the deformity to compensate for the
existing practical shortening. The operative indications, there-
fore, were to devise a procedure which would, if possible, fulfil
the above requirements and at the same time produce of itself
as little real bony shortening as possible. With the fore-
going desiderata in mind the following operation was done.
The hip joint was reached by an anterior incision five inches
long, through skin and subcutaneous tissues, starting from just
below and inside of anterior superior spine of the ilium, and
extending downward along the inner border of the sartorius
muscle, which was retracted outward. The muscles and the
deep structures were separated by blunt dissection and the
iliacus and the rectus femoris muscles were retracted inward.
A part of a large ring of osteophytes about the rim of the
acetabulum were turned upward with the soft tissues adherent
to them as it seemed wise to leave as many as feasible on ac-

count of their bone-forming possibilities. In so thick a thigh,
with the presence of so much bony outgrowth, it required some

care to locate definitely the joint and head. With the head of
the femur in situ about one-half of its upper hemisphere was
removed with a large chisel, through a plane nearly parallel
to the long axis of the neck of the femur. Then with the
same instrument the acetabulum was transformed into a flat-
surfaced roof against which the fresh surface of the head was

finally brought into firm contact by abduction of the thigh.
The bone was removed from the acetabulum so that the flat
surface was tilted somewhat upward internally in order to
produce in a way, locking of the fragments and also to pre-
vent any possibility of dislocation. Further abduction was
found impossible on account of the shortened adductors and an

open tenotomy of these tendons and muscles, at their origins,
was found necessary before the leg could be brought into proper
position. The plain surfaces of the head and acetabulum were

brought together by simply abducting the thigh. The capsule
and soft tissues were then sutured. Access to the joint was
much facilitated by a position of extreme adduction of the
limb. For purposes of orientation an assistant was kept in
constant readiness to rotate the femur when desired. The leg
in strong abduction was finally put up in a spica from axilla
to toes.
Subsequent History—Patient made an uneventful recovery

and was walking about with crutches at the end of four weeks.
A short spiea bandage was applied at the end of five weeks.
At the end of nine weeks he was able to walk without cane
or crutch and he went back to work as patrolman in four
months. He states that he has not suffered any pain since
operation. The leg has remained well in corrected position
and only an extra lift of leather has been worn on the heel.
His occupation since the operation vouches for his locomotive
abilities. He has continued as a patrolman, working nine
hours a day, and has not lost a day on account of his hip
since he went back to work in September, 1907.

ADVANTAGES OF OPERATION.
The preceding operation has the following advan-

tages: First, it assures bony union by bringing two
large bony surfaces together for anchylosis and holds
them firmly by the mere correction of the deformity.
Second, it produces a minimum amount of bony short-
ening. Third, dislocation is impossible. It excels com-
plete excision in all these respects.
I have done the operation five times. The cases were

all those of advanced arthritis deformans, although I
think the operation is adapted to certain other condi-
tions. The ages of the patients have been, respectively,
30, GO, 63, 55 and 67 years. The shock has been very
slight in every case, which I think is accounted for by
the fact that the joint is not disarticulated and there
are very few structures cut. In every case the pain has
been entirely relieved. All the wounds have healed by
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first intention. The second and third patients to be
operated on reported by letter a few days ago that they
were walking without the aid of crutches and without
pain. They are, however, still wearing short spicas.
It is seven weeks since the operation on the fourth
patient. He is in a short spica and uses crutches, but
can bear his whole weight on the affected leg without
pain. The fifth patient, a man 63 years of age and
weighing 216 pounds, was operated on six weeks ago
and is still in the hospital. He is wearing a short spica
and has been walking on crutches for ten days. He can
bear his whole weight on the affected leg without pain.
125 West Fifty-eighth Street.

THE EYE AS A CONTRIBUTING FACTOR IN
TUBERCULOSIS.
F. PARKE LEWIS, M.D.

BUFFALO, N. Y.
The almost universal prevalence of tuberculosis, the

enormous death rate, together with its possible pre-
vention and cure, have focused the attention of the
world on this disease in a way and to an extent uniquein the history of medicine. The opportunities for infec-tion are so frequent, and the number of recoveries in
which the healed lesions are recognized only postmor-
tem are so numerous, as to justify the German-folk
saying, "Jedermann hat am Ende ein bischen Tuber-
culose." It is evident, then, that some other element
than that of infection merely must influence the course
of this disease, otherwise, as almost every one is exposed
to infection, the world would become a mortuary from
this cause alone. It is generally recognized, however,
that any condition which lowers the vital resistance or
increases what Jonathan Hutchinson calls the "vulner-
ability," predisposes to infection and retards recovery.
Among the earliest symptoms of beginning tubercu-

losis are increased pulse rate and a loss of weight. Even
before a local lesion has become sufficiently pronounced
to be detected the rapid pulse and malnutrition are sig-
nals of the on-coming storm.
The importance, then, of recognizing any other ex-

isting conditions that can increase the pulse rate or
interfere with digestion and nutrition will be self-evi-
dent. It may have a bearing, too, that it is by no means
a settled question that the respiratory tract is always
the port of entry of bacillus in pulmonary tuberculosis.
J. Yernon White1 says that "the investigations of a

number of recent authorities seem to show that tuber-
culous infection through the alimentary canal is of very
frequent occurrence," and that "tuberculosis due to the
bacillus that enters the lungs with breathed air is an
unknown affection." As both these opinions are based
on the same facts, known to all pathologists, it is evident
that there are unknown factors which prevent agreement
in the interpretation of what is already known.
This paper is based on the following propositions :
1. Errors of refraction, or marked muscle imbalance,

may so disarrange the nervous functions that gastric or
intestinal disturbances may result, and metabolism be
retarded in consequence, with lowered resistance and
increased susceptibility to infection.

Read in the Section on Ophthalmology of the American Medical
Association, at the Fifty-ninth Annual Session, held at Chicago,June. 1908.

This paper was discussed with the paper by Dr. Parker and
the discussion will follow Dr. Parker's paper which will appear
next week.

1. New York Med. Jour., Nov. 2, 1907.

2. The continued existence of such conditions, es-

pecially in the neurotic, may so lower the vitality as to
retard recovery from tuberculous infections of the lungs.
3. Relief of the abnormal visual conditions is S

necessary prerequisite to recovery from pulmonary dis-
ease.
4. In view of these facts the complete examination of

a suspected tuberculous patient has not been made until
the condition of the eyes, including the refraction and
dynamics of the ocular muscles, has been investigated
and carefully recorded.
The conclusions on which these premises are based

have a practical application.
The following two cases, which are typical of many,

will illustrate, first, the causative relation of eyéstratn
to disturbed digestion and assimilation, and, second, the
importance of both in tuberculosis :

Case 1.—Eyestrain due to anisometropia causing gastric and
intestinal indigestion.
Patient.—F. L., aged 33, principal of high school.
History.—About ten years ago he began to have severe pains

in stomach. These would be relieved after eating, but would
recur, with increased severity, in a few hours. This gradually
grew less for four or five years, when he began to have attacks
of nausea after eating, with a disagreeable "sour feeling" in
the stomach. His digestion was always better when he did
not use his eyes. Absolute rest for one day from close work
was always followed by relief of the stomach symptoms. While
walking on the street at times he would have blind attacks,
with pain in and about the eyes. After half an hour, the blur
would disappear, and he would become nauseated, with intense
headache. Dietetic and medicinal treatment seemed to afford
him little relief.
Examination.—A cycloplegic test showed hyperopic astig-

mia with anisometropia, R. V., + 0.50 D. eyl. ax. 75 V. =
20/20. L. V., —0.37 D. cyl. ax. 120 V= 20/20. Muscle bal-
ance was normal.
Subsequent History.—After wearing corrective glasses for a

week all these disagreeable symptoms disappeared and did not
return. After six months, a slight acidity of the stomach sug-
gested a re-examination of his eyes, when a change in the axis
of the cylinder of the right eye was found, it having turned
from 75 to 90 degrees. Since wearing the glasses, his metabol-
ism had so improved that he had gained fifteen pounds in
weight. The indigestion could be brought on again at any time
by leaving off his glasses, if only for a few hours.
The second case shows the influence with a like condi-

tion exercised when associated with tuberculosis :

Case 2.—Compound hyperopic astigmia-anisometropia, caus-
ing impairment of digestion and metabolism, and preventing
recovery in pulmonary tuberculosis.
Patient.—Mrs. J. S. P., female, aged 25.
History.—In 1905 she developed a tuberculous condition in

the apex of one lung, and was immediately sent to the Adiion-
dacks and put under competent care. The usual treatment,
that of an absolutely outdoor life, with superalimentation, was
followed. She suffered constantly from intestinal indigestion
and malassimilation, continued to lose weight, and in October
was much worse than in May. It was determined that she
should spend the winter in California, and en route came from
her father's home in Rochester to Buffalo for relief of an eye-
strain of which she had recently become conscious.
Examination.—Under cycloplegies, the following condition of

anisometropia was found: R. V., +0.50 D. sph. ~ + 0.75 D.
cyl. ax. 105 V.= 20/20; L. V., +1.00 D. sph. 3 +1.75 D.
cyl. ax. ,105 V.= 20/20. Esophoria of 3 degrees was present.
For nearly three months she had suffered persistently from
nausea, with constant intestinal indigestion. She was so weak
and nervous that she was obliged to lie down for several hours
before she could have her refraction taken. Her pulse was ex-

ceedingly rapid and weak.
Subsequent History.—It was found that she could take

a full correction, and two days later started for New Orleans.
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